The treatment of the sphenopalatine as well as that of the Gasserian ganglion is almost always for the relief of severe neuralgic pain. It consists of removing the ganglion by an operation which is necessarily extensive and associated with considerable danger, of injecting some drug into the substance of the gland, or of making application through the nose to the mucous membrane overlying the area of the ganglion.
As it is of considerable importance in our present study, it seems advisable that we briefly review the history of the subject. In early medical literature we find much concerning the treatment of cranial and facial neuralgia. Practically every drug known at the time was tried and lauded by some writer. The hot iron, the wet and dry cup and cantharides were extensively used, but rarely with marked or permanent results. There have always-been cases more or less self-limited which, with or without treatment, have ceased and never returned. It is not the purpose of this paper to consider the major surgical treatment, and practically nothing was accomplished except by major surgery until in the early seventies. .In 1874 Bartholow reported considerable success by injecting chloroform into the nerve structures. In 1884 Billroth began injecting osmic acid. He made repeated injections through the skin without exposing the nerve. About the same time Neuber and Eulenberg adopted very similar methods. In 1889 Bennett began exposing the nerve trunks by blunt dissection and injecting directly into the nerve structures a~h to 2 per cent aqueous solution of osmic acid. W right. Murphy and others were heartily in favor of Bennett's methods, and advocated *Read before the American Laryngologtcal, Rhinological and Otological Society, Washington, May 10, 1913. their trial before resorting to major surgery. Schlosser was the first to record the injection of alcohol into the nerve trunks and ganglia for the relief of pain. He; began his investiga-"tions about the year 1900. Baudoin, Ostwalt, Levy and others, after much experience, were quite enthusiastic about the alcoholic injection into the ganglia. Dr. Sluder was the first to attack the sphenopalatine fossa through the nose. He tried various obtunding drugs in connection with the alcohol he injected, in order to avoid the excruciating pain which almost always followed the use of the alcohol alone. He finally· adopted a 5 per cent carbolic alcohol, and this is the solution I have used in all of my cases. Dr. Sluder's work was very painstaking and thorough, and it was due to his paper upon this subject that over two years ago I began injecting the sphenopalatine fossa through the nose under the guidance of my nasopharyngoscope. By the aid of vision the method is so simple and exact, the discomfort to the patient is usually so slight and the results are often so gratifying, that I now report the findings of the work to this society.
In this paper we have to consider two quite distinct classes of symptoms. First, the true tic douloureux, the distinguishing diagnostic symptom of which is a paroxysmal intense burning, cutting pain. lasting from a few moments to a minute or more. It may occur without known cause or it may be precipitated by various stimuli, as opening the mouth, swallowing, talking, sneezing and touching the face. A draught of air or a loud noise may bring on an attack. There may be from one to fifty attacks in a day. The attacks may follow day after day for years. or there may be periods of relief. There may be tenderness over the nerve foramina. In some cases there are vasomotor disturbances, flushing of the skin, hypersecretion of the nasal mucous membrane, salivation and lacrimation. The second class of cases is quite different in character. It includes the severe acute recurring hemicranias, the chronic almost constant hemicranias, the facial neuralgias and the deep boring suboccipital pains. A patient may be subject to one or all of the symptoms of the first class, to one or all of the symptoms of the second class, or symptoms of the two classes may be present at the same time. In this series some came with symptoms of the first class, some with symptoms of the second class, and some presented symptoms of both classes at different times or at the same time.
As regardless of symptoms there has been relief by the treatment of Meckel's ganglion, until we possess more definite knowledge, we can clinically, from the standpoint of treatment, consider them collectively. The important questions from the patient's standpoint are: What are the chances of relief? How severe are the treatments? How many treatments will be necessary to produce a cure or to receive the greatest possible relief, and how much danger, if any, accompanies the treatment? It will be seen by reviewing the history of the cases here reported that we can gain much knowledge, both as to the etiology and to the prognosis of treatment, by' the application of a strong solution of cocain over the area of the sphenopalatine ganglion, for of the twelve cases relieved temporarily by the cocain, ten were later apparently cured by the alcoholic injection; and of the thirty-four cases not relieved by the cocain, only eight were cured and six were more or less relieved by the alcoholic injections. In the majority of the cases there has been, as a rule, slight if any pain during or after the injection, and therefore there has been but slight shock following the treatment. As yet we cannot answer the third question, for perhaps one injection may give permanent relief, or two or three injections may give no relief, while the next injection may give permanent relief, or may give relief for a short or a long period. A first injection may give relief for a few days, and a second may last for a few weeks, while a third may last for months and perhaps for years. It seems justifiable and proper to follow injections as frequently as symptoms recur until the condition is relieved. If there were no improvement after three injections, I would be inclined to consider the case hopeless, so far as: alcoholic injections were concerned. We are, however, not in a position to positively state that a case is hopeless, even though three or four injections have been followed by no relief. Until I had treated my thirty-seventh case I had believed that there was probably no danger connected with the operation, but the alarming hemorrhage which' began in this case on the fifth day following the injection, and coming, so far as we could learn, from or near the area of the injection, teaches us that we must not look upon the procedure too lightly. It is possi-ble that this will not again recur in a thousand cases, but until I have found it absent in a very large number of cases, I shall always consider. it, and probably may be inclined not to treat some who, though not suffering severely, ought to be given relief.
Before injecting Meckel's ganglion the nose and epipharynx should be carefully cleansed. The patient's head should be covered by a sterile rubber cap or towel. The face should be washed with alcohol. There should be in readiness a fresh sterile~.~per cent solution of cocain, a fresh sterile 40 per cent solution of cocain and a sterile Meckel's syringe filled with a 5 per cent carbolic alcohol solution. The nasopharyngoscope should be cleansed with alcohol. Although I have as yet not seen signs of sepsis in any of these cases, yet as it takes but a few minutes to carry out antiseptic measures, they, if not efficient, can do no harm and seem advisable.
After cocainizing the lower fossre of the nose with the weak solution the nasopharyngoscope should be inserted into the side of the nose opposite to the ganglion to be injected, and should be pointed toward the side of that ganglion. The position of the ganglion, which varies somewhat, is approximately under the area just at the end of the middle turbinate, and at this place are almost always two or three small blood vessels seen emerging from the sphenopalatine fossa. A cotton tipped applicator soaked in the 40 per cent cocain solution is now passed through the same side of the nose as the ganglion we wish to treat, and when the tip is over the area to be attacked, the applicator should be held firmly in place. The nasopharyngoscope can now be removed and the applicator remain in place for five or six minutes. If the application has been made during an attack, we may learn much by the effects upon the symptoms. If the pain ceases or is much relieved, we are more likely dealing with a diseased or excitable ganglion, and in this case the chance of relief or cure is greater than when the cocain has no effect upon the symptoms. Some cases, however, which are not relieved by applications, are relieved or cured by the alcoholic injection. We are, therefore, I believe, justified in injecting all cases which are of the type suggesting ganglion disturbance.
After sufficient time has elapsed to thoroughly anesthetize the area through which the needle is to be inserted, the nasa-pharyngoscope should be again passed into the opposite side and the sphenopalatine area brought into view. My Meckel's ganglion or some other suitable syringe should now be passed through the side of the nose corresponding to the ganglion to be treated. The needle must be concealed within the canula. The canula tip must be directed by the aid of the nasopharyngoscope until it is in contact with the area into which the needle is to be thrust. It should be pointed outward and somewhat upward. The canula must now be firmly held and the needle pushed through it to the desired depth. When we feel that the needle point is in in the desired position, the alcoholic solution can be injected. I begin with two drops at the first injection and increase the amount a drop at following injections. Six drops is the most I have used at any time. Following the injection in some cases there is for a few seconds to a minute or two pain, which is frequently followed by a numbness in the face and in the palate. Some cases have no pain following the injection, some have immediately a numb tingling sensation in the face, and others show no effects at the time, but show results after a few days. Among the failures there are likely many in which we are not successful in striking the ganglion.
All of the cases in' this report are of a chronic type. Many of them give histories of a number of years' duration. Some of them are of intermittent character and have had periods of comparative freedom from pain. It will of course be necessary in the intermittent cases that considerable time elapse before we can consider them as cured. I am including all cases in this study, for a number of them in this latter group were extremely intense during the attacks, and in some the attack was almost immediately relieved by the treatment.
In all there are forty-six cases, and the time limit will not allow us to report them individually or at all fully. It has therefore seemed advisable to give a general summary of the treatment and results, and to append sufficient of the case histories to illustrate some of the more important conditions. There were thirty-one females and fifteen males. The oldest patient was a woman 74 years of age. The youngest was a boy 17 years of age. The average age was a little over 41 years. The first case treated was about twenty-six months ago, and the last case was treated over two months ago. The number of injections in each case varies from one to nine, and the average for the series is just over three. Of the cases which were relieved by applying cocain 40 per cent solution over the area corresponding to the location of Meckel's ganglion (twelve in number), ten were relieved by the alcoholic injection and two were not relieved or in the least affected. Thirty-four cases were not relieved to any degree by the application of cocain to the area of the ganglion. Eight of these, however, were cured by the injection and six were more or less relieved. There were twenty-two cases which were not relieved to any marked degree by the injection. It is hardly fair to the treatment to give these failures without a few words of explanation, for some of them do not belong to this classification, but were treated experimentally, hoping to give relief to severe suffering. I do not believe now that injection of the ganglia was contraindicated in these severe cases, for the chance of giving relief to a distressing condition far outweighed the slight chance of untoward results. Among the relieved were eight cases of true tic. Five cases presented mixed symptoms, and eleven cases suffered with neuralgic pain not of the sharp, darting type. Of those unrelieved, there were three chronic suppurative sphenoid cases, four postoperative frontal sinus cases, two syphilitic necrotic cases, one glioma of the' hypoglossal nerve, one calcareous degeneration of a second superior molar, and one case suffering severely from cicatricial contractions following an enucleation of a tonsil some three years previously. This last patient had been operated upon by a competent laryngologist, but evidently sepsis followed, resulting in very marked deformity. By plastic operations I was able to relieve the marked deformity, but there remained a constant painful dragging sensation. The first injection gave temporary relief, but following injections gave no results.
Although it is impossible to give a full report of all the cases, it seems advisable to append the histories of a few" as it will give a better understanding of the subject that I can by any general remarks.
No.6 came to me first in June, 1910. She was 73 years of age and had suffered for a number of years with neuralgia. For two years she had been an almost constant sufferer with frequent intense jabbing pain, worse in the left side of the inferior jaw. She had been unable to eat without precipitating an attack. Her sleep had been greatly disturbed. She was emaciated and had a very haggard appearance. She had taken various drugs without relief. Hot applications to the affected area and absolute rest seemed the only measures which gave any relief. I at first tried injections into the mental foramen and into the nerve trunks, but without any apparent result. She suffered severely until February, 1911, when I injected carbolic alcohol into the sphenopalatine area. She complained of a steady pain for several hours and then was absolutely free from any pain for three weeks, when the darting pains began. They were nowhere near as severe. but she was anxious for another injection. Another alcohol injection was made at this time and there was no pain until the last of September, six months after the last injection. Another injection was made and there has been no recurrence of pain. The patient has gained in every way and she is now as well as anyone of her age.
No. 37, a woman 33 years of age, began having attacks of pain in the head in September, 1911. These attacks lasted several weeks and then subsided. In February, 1912, she began having attacks of severe neuralgia in the right side of the face. The pain usually started in the right cheek and darted toward the right ear and occiput. The pain was at times steady and at times was accompanied with severe cutting, burning thrusts. Before having any trouble with pain she had an attack of catarrh of the right side of the nose, accompanied with much thick yellow discharge. Examination showed a deflection of the nasal septum to the right with a sharp spur about two-thirds back, pressing into the middle turbinate. There was no sign of pus or hypersecretion of any description. As relief from the nasal deformity was demanded, I performed a submucous operation. For a while after this operation the pain seemed less and the improvement, though slow, was steady. In October the old symptoms became worse. The attacks became frequent, and on the 19th 'an injection of carbolic alcohol was made. On December 7th patient said pain was much less but was still annoying. Another injection was made, nothing unusual happening until five days later, when there was a protracted and rather profuse hemorrhage from the right side of the nose. Dr. French of Lynn, who first sent the patient to me, was called and found a severe hemorrhage and the general signs which accompany considerable loss of blood. He was able to stop the severe flow by plugging the nose posteriorly and anteriorly. Even with these very tight plugs there remained a slight oozing. I saw the patient in consultation on the 14th. As there were signs of sepsis we tried to change the plugs. Great care was used in removing them, but the moment the anterior ones were removed the hemorrhage began. The blood was little different from colored water. Fresh aseptic plugs were immediately inserted. The patient was placed in a semiprone position and was given all the gelatin she would take. She remained in practical collapse most of the time until the 17th, when I again saw her. The plugs were of course getting very foul and had to be removed. The hemorrhage was the same as before. Only a moment elapsed before new plugs were in place. We had from the first considered transfusion as well as intravenous rabbit's serum. It was decided advisable to give rabbit's serum, and it was injected by the family physician. Two days later there was no oozing and the plugs were removed without any hemorrhage. \Ve don't know what happened in this case, but can reasonably believe that the alcoholic injection was the exciting factor. There may have followed some necrosis which destroyed an arterial wall. We could prove nothing, for when we saw the case the hemorrhage was from a number of places, and when Dr. French first saw the case there was so much blood that he could not tell positively its origin. I am reporting this case as it is an important factor when considering this subject. A similar case may never again recur, but until a very large number have been followed we must not ignore this warning.
No. 24 is reported individually, as it illustrates a case showing all the symptoms of sphenopalatine neuralgia, but is really of another type. This patient, a woman 50 years of age, had been a sufferer for over twelve years. Far a number of years there had not been a day when there had not been severe cutting pains starting on the left side of the nose and the left temple and radiating into the ear, the suboccipital region and into the neck. There had been several intranasal operations and there had been two major operations for the removal of Gasserian ganglion. The last operation was followed by facial paralysis and marked deformity, but with no relief from the excruciatmg pain. There had been three injections of alcohol into the sphenopalatine area from the outside, but with slight, if any, relief. In August last I injected the sphenopalatine area intranasally. This gave some relief for a few days. In a month there was as much suffering as ever, and she informed me that there had always been a very sensitive point on the left side of the throat down by the roots of the tongue. Inspection showed nothing, but examination with the finger showed a small hard submucous growth which was extremely sensitive. Slight pressure was always followed by a paroxysm of severe pain. I endeavored to anesthetize with cocain and remove the tumor, but found it impossible. The patient was then admitted to the St. Elizabeth's hospital, and under ether I removed the growth, about the size of a pea. The pathologic report was that the growth was a glioma. Following this operation the attacks were less and less, and there has been absolute freedom during the past three months. This case was a failure so far as the injection of alcohol was concerned, for although the symptoms would place it as a sphenopalatine complication, the etiology was very different.
No. 31, a man aged 48 years, had for a year and 'a half been a great sufferer with tic douloureux. About five or six years before the attacks there had been a profuse discharge from the right side of the nose, but no marked nasal symptoms since. For over a year he had been treated by various men at various hospitals. He had also been treated as a private patient by several. He had been unable to receive any relief. The attacks were occurring every few minutes, so' that he had been unable to perform any work for several weeks. Inspection by the nasopharyngoscope showed the area over the right sphenopalatine fossa somewhat more prominent than usual. It was more prominent than the left side. Although this was noted. we were not at this time impressed by the condition. After injecting the fossa and removing the needle there was a discharge of foul smelling pus. Exploration showed a general necrosis of the surrounding bone. A Wassermann of the blood was strongly positive. He was given salvarsan, and was somewhat relieved for three months•. when the pain returned and was intense as before. I again injected the sphenopalatine area, and the attacks disappeared for three weeks, when the injection was repeated. After' an-other four weeks there had to be another injection. Since then there has been no return of trouble.
Although we have as yet not had sufficient experience to treat this subject as positively as it should be, both Dr. Sluder's experience and that gained from the observation of this series of cases proves that in a certain number of these distressing conditions we can temporarily give relief by applying strong cocain over the area of the sphenopalatine ganglion. In the cases thus relieved we may also expect marked results from the carbolic alcohol injections of the ganglion. Those cases not at all relieved by the cocain applications are not>hopeless, for a few of them have been permanently relieved by the alcoholic injection. We have demonstrated that the procedure is a comparatively precise and as a rule painless one, and can be repeated a number of times if necessary. Our one case shows that alarming symptoms can follow this treatment, and therefore we cannot as yet use it in slight cases.
